BEFORE THE BOARD OF COUNTY COMMISSIONERS

OF LEWIS COUNTY, WASHINGTON

MEDICAL RATES TO BE PAID BY LEWIS )
COUNTY FOR NON-UNION EMPLOYEES ) RESOLUTION NO. 04- 335
FOR 2005 )

WHEREAS, Washington Counties Insurance Fund (WCIF) rates for medical and
dental coverage for employees covered under WCIF plans will increase for 2005; and,

WHEREAS, the employer's contribution for non-union employees covered by
the WCIF plans will be funded at the WCIP Budget PPO at 95% of employee premium
costs and 75% for spouse/dependents premium costs. The attached sheets show
employer and employee contributions for the 2005 plan year; NOW THEREFORE

BE IT HEREBY RESOLVED that Lewis County will adopt the following medical
rates for 2005 for full and eligible part-time county positions not covered by collective
bargaining units as listed on the attached Exhibits A and B, and incorporated by
reference into this resolution.

Dt e~
DONE IN OPEN SESSION this _ (¢ day of-November, 2004.

BOARD OF COUNTY COMMISSIONERS
WASHINGTON

ATTEST:

Y,

Clerk of thc; Board 7/ g Member




2005 WCIP MEDICAL & WA DENTAL SERVICE INSURANCE RATES

b 2005 Eng)lodyer' Em:logee
remium Paid ai
WCIP NEW STANDARD PPO T — T
Employee Medical 486.66 410.25 76.41
Spouse Medical 486.66 297.42 26565 *
One Child Medical 190.54 133.16 133.79 *
Children Medical 33346  233.01 176.86  *
Spouse + 1 Child Medical 677.20 430.58 323.03 *
Spouse + Children Medical 820.12  530.43 366.10 *
*Employee Paid amount includes $76.41 Employee Medical
WA Dental Service Employee/Dependent Composite 93.48 93.48 0.00 |
WCIP BUDGET PPO - e v i
Employee Medical $437.80 41025 27.55
Spouse Medical 396.56 297.42 12669 *
One Child Medical 177.54  133.16 71.93 *
Children Medical 310.68 233.01 1056.22  *
Spouse + 1 Child Medical 574.10  430.58 171.07 *
Spouse + Children Medical 70724 53043 = 204368 *
*Employee Paid amount inciudes $27.55 Employee Medical
Lr WA Dental Service Employee/Dependent Composite 93.48 93.48 0.00
WCIP Value PPO Ok i
Employee Medical 399.53 399.53 0.00
Spouse Medical 361.90  297.42 64.48
One Child Medical 162.03 -133.16 28.87
Children Medical 283.53 233.01 50.52
Spouse + 1 Child Medical 523.93  430.58 93.35
Spouse + Children Medical 64543 53043 115.00
WA Dental Service Employee/Dependent Composite 93.48 93.48 0.00
WCIP AfFOURable Plan o o
Employee Medical 319.62 31962 0.00
Spouse Medical 289.53 289.53 0.00
One Child Medical ' 129.62 129.62 0.00
Children Medical 226.83 226.83 0.00
Spouse + 1 Child Medical 419.15 419.15 0.00
Spouse + Children Medical 516.36 516.36 0.00
WA Dental Service Employee/Dependent Composite 93.48 93.48 0.00
BUDGET OPTIONS (FORMERLY GROUP HEALTH) . L
Employee Medical 432.53 41025 22.28
Spouse Medical 432.53 © 297.42 157.39 *
One Child Medical 235.70 133.16 12482 *
Children Medical ' 471.88 233.01 261156 *
Spouse + 1 Child Medical 668.23 430.58 25993 *
Spouse + Children Medical S04.41 530.43 396.26 *
*Employes Paid amount includes $22.28 Employee Medical
WA Dental Service Employee/Dependent Composite 93.48 93.48 0.00
OPTIONS SELECT - $200 deductible (FORMERLY GROUP HEALTH) ' ‘
Employee Medical 387.12 38712 - 0.00 -
Spouse Medical 387.12 297.42 89.70 *
One Child Medical 210.96 ° 133.16 77.80 *
Children Medical 422,36  233.01 18935 *
Spouse + 1 Child Medical 598.08 430.58 167.50 *
Spouse + Children Medical 809.48 530.43 279.05 *
WA Dental Service Employee/Dependent Composite 93.48 93.48 0.00
VISION SERVICE PLAN ;
Employee/Dependent Composite 16.07 15.07 0.00
LIFE INSURANCE ($12,000 Employee)
Employee Life 1.80 1.80 0.00
Dependent Life 0.65 0.00 0.65

EMPLOYEE HEALTH & ACCIDENT
¢ Employee only 2.85 2.85 0.00
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Acupuncturists fimited to 12 visits; none for obesity or

any other provider. Acupunmrists hm«ed to 12 visits; none

Wi gton C Pool MR
PPO Options Budgst Options Select - 200
New Standard 1 Budgat Value i AFOURdable Inside Network Insida Network Oniy
Alternative Care must be medically necessary. " o ref Acupuncture 5 self referral visits
Naturopaths treated as anty other provider. c:io;l tb: g ty for. . CareA.A \reated 35 then ssec’:;:ef ‘:’m's then need PCP referral;

Naturopathy 2 seif referral visits

Naturopathy 2 self referral visits

smoking cessation. then need PCP referral; Massage
for obesity or smoking cessation. then need PCP referral, Massage
Alternative Care Massage Therapy must be prescribed by a medical doctor; Massage Therapy must be prescribed by a medic al doctor.| Therapy must be referred by PCP, Therapy must be referred by PCP,
(some restrictions apply) " covered only for specified
Chiropractic Care,geed in Ghiropactic Section of Benent| _CTiropract Care defined In Chiropactic Section. Al covered only for specified conditions, subject to annuat
8um:wy pac Al services subject 1o applicable copays, deductibles and | conditions, subject to $15 copay. d tlbiev & 515 copay. See
services subject to applicable copays and coinsurance. cainsur See Chirapractc Care Section. Chiropractic Care Section.
100% after §20 copay up fo |30% ater $20 copay p1o 12| 80%, afer $20 copay and | 107 ANF S20 CORYISKAL e per calendar year, 16 |10 Vs per calendar year. Subject
Chiropractic Care 12 visits per year; 100% for x|  visits per year, B0% for x- | deductible; up to 12 visits per| y pe year, to annual deductible, then $15
rays rays ar, B0% fof X deductible, see diagnostic x- copay per visit o per visit
year, ays ray, lab for x-rays pay
Percentage varies based on | Percentage varies based on Percentage varles based on | Percentage varies based-on
provider znd type of service; | provider and type of service; provider and type of service: ] provider and type of service; $2,000 annual out-of-pocket per | $2,000 annual out-of-packet per
Co-lnsurance $1,000 annual out-of-pocket | $1,500 annual out-of-pocket | $1,750 annual out-of-pocket $5,000 annual out-of-pocket]  person; $4,000 annual out-of- person; $6,000 annual out-of-
per persom; $2,000 annual | per person; $3,000 annual | per person; $3.500 annual | per person; $10,000 annual pocket per family pocket per famity
out-of-pocket per family out-of-pocket per family out-of-pocket per family; out-of-pocket per family;
Deductibie $200 per Deductible $500 per
personV$800 per family; $20 | person/$1000 per family; $20 .
DeducttielCop No deductibles; §20 office visit copay; Copays do ot [office visit copay. Deductibie{office visit copay. Deductiblel \ vy uvieneee oo Deductible $200 member: $600
ays apply to annual out of pocket maximum and copay do not apply o | and copay do not apply to pays see co Y .
annual out of pocket annual out of pocket pays
maximum, maximum.
80% for the services of an approved diabeles training 80% after deductible for the services of an approved
N facility to & fifetime maximum of $300; the facility is diabetes training facility to a lifetime maximum of $300; the
Diabeles Manas 3 if it qualifies under the Medicare Act; Taclty s approvedt 1 1 qualifies under he Medicare Act, | 100% after $15 copey pervist | St = et deductvle, hen
pec: n under this benefit is not applied to the co-insurance llmit coverage under this benefit is not applied to the co- copay per visi
subject to copay insurance limit, subject to copays and deductible
100% for PPO doctor o lab | 80% for PRO doctor orfab | 20 %gor £70 G P 300 por
Dlagrostc, XRay, Lab | 820 copay.90% for | with $20 copay: S0% Ior | goqcpise; 50% for hospital | member, then 80% asr $20 100% Subject to annwat deductible, then
hospital lab; 80% for non- hospital 1ab; 50% for non- - 50% and deductible; 50% fo 100%
PPO Provider PPO Provider feb after deductible; 0% for | copay : 0% for
non-PPQ Provider non PPO Provider
Must be ite o imb Must be ife o imb "m o w7 | Mustbe e or imb
threatening, 90% after $75 | threatening. 80% after $75 and.dedche for threatening. 80% after $100 100% after $75 2t Options
Emergency Room {(Life copay for PPO; 60% after | copay for PPO; 50% after PPO’ ,E my after $75 co copay for PPO; 50% after | 100% afer $75 copay at Option Network F aGIMycS: : 25’ dedgcﬁbte
Threatening) $75 copay for non-PPO; |  $75 copay for non-PPO, [ ol Bl R | 8100 copay for non-PPO; Network Faclity 3t Nom-Options Network Facll
copay waived If admitted to | copay waived if admitted to | copay waived if admitted to by.
y copay waived if admitted to
hospital hospitat hospital
hospital
100% after $20 copay once | 80% after $20 copay once in 80%3!!;:20::]":12& 100% after $15 co ear.
Eye Examination in 12 months: 0% afier $20| 12 months; 50% aner sz0 | _deductibleonce See Office Visit 100% after $15 copay per year pay per year.
months; 50% after $20 copay| Not subject to annual deductible
copay for nen-FPO copay for non-PPO 174 o ctibe for non-PPO
90% of semi-private mom | 80% of semi-private room r:::l:i deductible for PPO; mmsmeml-m for PPO;;
Hospital Room & Board rate for PPO; Pre-Admission | rate for PPO; Pre-Admission| ~ ¢ 1 e 13100 per day copay to maximum off Subject to annual deductible, then
Py approval required; 50% for | approval required; 50% for v ot v y it $500 per member annually 100%
non -PPO on-PPO required; 50% after required; 50% after
deductible for non-PPO deductible for non-PPO
Hospital Misc. Expenses 90% 80% 80% 80% 100% Susject 1 annual deductole, hen
 90%for PPO;Pre-  |80% for PPO; Pre-Admission gie, ¢r pp subject to deductible; Pre-Admission approvai Subject to annual deductible, then
tntensive Care approval pproval required; 50% for | ™" oy eq 50% after deductible for non-PPO Provider foo% 100%
60% for non-FPO Provider non-PPO Provider ‘
Ul i E.
Mammogral 100% 100% *
mograms 100%
100% after $20 copay for 80% after $20 copay for m“‘“"”“"’?“"“ 100% after $20 copay for firs .
y A deductible for PPO; 50% | 4 visits for PPO, then 80% "
N PPO; 60% after $20 copay | PPO; 50% after $20 copay Subject to annual deductible, then
Office Visit N . ) after $20 copay and after $20 copay and 100% after $15 copay
for non-PPO; no capays for | for non-PPO; no copays for deductible for non-PPO; deductible; fo 100% after $15 copay
allergy shots allergy shots for  ro e; no copays for
copays for allergy shots allergy shots
Retail Pharmacy 10/18/50% Mail Order 25/45/50% 50%
30 day supply subjectto $10
Prescrntion D FORMULARY DRUG PLAN Ry DRUG LAY generic ! $20 brand copay. Not
;: n"" d"a:" ugs Retait $10 generic, $18 brand name formuiary, 50% non-formulary for 30 day supply; | o e ?‘me” ic, 30 day supply subject to $10 copay] subject to deductible. 90 day miail
(Participating Mall Order $26 generic, $45 brand name formulary, 50% non-formulary for 90 day y prefered Y supply order avaitable for maintenance
Pharmacies) . brand name; Mall order 50%
supply, for 90 d al drugs with $20 generic/ $40 brand
2y supply all drug copay. -Not subject to deductible.
$300 once per year after $20| $300 once per year after $20/
copay per visit; 60% benefits| copay per visit; 50% benefits $500 once per year benefit
for non-PPO; includes Well | for non-PPO; includes Well Welt Baby Care Only d in full after $20 office]
::::‘?:;‘:fm Baby care. Also covers CDL | Baby care. Also covers CDL. $20 office vigit copay visit copay. Does not apply 100% after $15 copay Not s:]ﬁ;::nmogzgzcw e
physicals for Public Works { physicals for Public Works | Deductible does not apply to 4 visit limit. Deductible
employees and Bus Drivers | employees and Bus Ddvers does not apply.
only. onty.
$300 per year after $20  |$500 per year benefit covered ind
Included in routine physical | included in routine pht i | copay per visit; 50% benefits| full after 520 office visit copay. $15 copay, then 100%. Not subject
Wefl Baby Care after $20 copay after $20 copay for non-PPO, deductible doe | Doas not apply to 4 visit kmit. 100% after $15 copay to annual deductible
not apply Deductible does not apply.




F oo 1%:832&&&_8.@

wnoﬁm ;yoa&a:;&ﬁ._u ,

L m§$4o§a§,z8.§ _ @:ﬁggﬁm

388 %9 0w | |  Employes+7DependentDental

: mmw&

| Empioyeo + 1 DopencenrOonar

msm&m.@nm + m 9.&03,%3&% 4 »_m;mm Dy

| . Employee + 2 or More Dependents _ 119.99
i c@a& n_g.Ea @.Pmmmmw%sa_ Medical coverage ,2%., i

1999000 | | ue@waa&sme.m

.Employee + 1 Dependent Dental

: e ,msko«%;eio&c%%qga,

:

5




Ry

Joeians 1N %004 usu 'M&»gtt

40030 01§ UEROOH

Hadoo g1 seys %004

Wmmmwmm

mwxmw
i merm

lépq. 4wmwmmm(wgrmm

m Ui ilt WQQ m

- Juis oragonpop semsue of sk

mmqm
Mth;&sumx

2. 1 SEINDeD SIS B HonEN:
. m;w;&mmx

/wns mmmuu i

o mam@pwam

Wmmm
{mnmmmm

: :mudmg;sm-m
o MWqu

oy 90 Aucos G148 e %001

: o)

MNW
0o pniae GopH% Aiosiad
Mmmma

wmm
" IG1S U TRIRNpID TE
pﬂms mmmwm

% wwmwa{




AGENDA ITEM #: RESOLUTION #: ’ BOCC MEETING DATE: [P g 0

SUGGESTED WORDING FOR AGENDA ITEM: ] Notice w Consent [ ] Discussion [ ] Hearing
Modicad baTe B £ prd by L. C. fr 1ov-tucon
Lnplogpe fon FOOS v

BRIEF REASON FOR BOCC ACTION:

# ;
SUBMITTED BY: AOC L PHONE: ] | Qy DATE SUBMITTED:  //-2 3 -t/

CONTACT PERSON WHO WILL ATTEND BOCC MEETING:

TYPE OF ACTION NEEDED:
Approve Resolution Call for Bids / Proposals
Approve Ordinance (Traffic or other) Bid Opening
Execute Contract / Agreement Notice for Public Hearing *(see Publication Requirements)
Other (please describe):
*PUBLICATION REQUIREMENTS: [[] Resolution e-mailed to Clerk [ ] Not applicable

Hearing Date: , (Must be at least 10 days after first publication date)
. (2 weeks for routine budget, property disposal/ auction or vacations)

Publish Date(s): (3 weeks for property lease)

Publication(s): [ | EAST COUNTY JOURNAL [ ]| CHRONICLE [ __]| OTHER:

ALL AGENDA ITEMS: EMPLOYEE ITEMS: (relating to employment,
Department Director / Head: @ salary, position, reclassification, union, etc.)
Chief Administrative Officer: Human Resource Coordinator:

Prosecuting Attorney:

BANKING OR REVENUE ITEMS:

Treasurer:
BUDGET AND PAYROLL ITEMS: ' Fund:
Chief Accountant: Department:

Total Amount: $

CLERK’S DISTRIBUTION OF SIGNED DOCUMENTS:

Send cover letter: Additional copies:
(city/state/zip)

File originals: BOCC mitg folder

File copy: " hearing/bid folder

File copy: working file




